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and with mercurial ointment in several instances dem¬
onstrated that the latter two remedies had at least an
equal, if not a superior, antisyphilitic therapeutic action.
Moreover, the drug had far from the high spirocheti-
cidal value which the printed data of its manufacturers
led us to expect. In those patients whom we followed
with a daily dark-field examination, the spirocheticidal
value of the drug was certainly not so high as that
expected when using red mercuric iodid or mercurial
ointment. The effects on the Wassermann reaction
over a short period of time was practically nil. The
drug when given intramuscularly seemed to be moder¬
ately well tolerated, but not any better than red mer¬
curic iodid. Intravenously, however, in four of
twenty-three patients, a sclerosis of the vein developed,
this despite claims of the manufacturers that there was
no deleterious action of the drug on the vein walls.
In the twenty-three patients treated by the intrave¬
nous route, a total of 226 injections, or an average of
.nine for each patient was given. The total amount
of drug given was 26.7 gm., or an average of 1.16
gm. of Mercurosal for each patient. According to the
ìeports of its manufacturers, the drug contains 43.8
per cent, of metallic mercury. Therefore, each one of
our patients received an average of 0.508 gm. of
metallic mercury by this route while under the
treatment.
The fifteen patients treated intramuscularly received
a total of 160 injections, an average of not quite
eleven injections for each patient. The total amount of
drug given was 8.75 gm., or an average of 0.58 gm.
of Mercurosal for each patient or 0.254 gm. of metallic
mercury.
We find from a table in Sollmann's textbook on
pharmacology 1 that, by using a 1 per cent, solution of
corrosive mercuric chlorid and giving a daily dose of
1 c.c. for six weeks, the patient would receive, in the
six weeks, a total of 0.31 gm. of metallic mercury; or,
if mercury cyanid, another soluble preparation, was
employed, the patient would receive, using the same
dose, 0.33 gm. of metallic mercury. How is this dis¬
crepancy to be explained? The patients treated by
the intramuscular route with Mercurosal, in eleven
injections, received almost as much metallic mercury
as a patient under a six weeks' course of mercuric
chlorid receives, 0.254 gm. as against 0.31 gm. The
patient, on the other hand, if treated intravenously,
received 0.508 gm., as against 0.31 gm. Why is it
that the disease is not more benefited by Mercurosal?
For the benefit of the manufacturers, we can only add
here the suggestion of Professor Sollmann that
perhaps the drug is excreted too rapidly to become
fixed in the tissues and to exercise its beneficial action.
1. Sollmann, Torald: Manual of Pharmacology, Philadelphia, W. B.Saunders Company, 1922, p. 932. We are under deep obligations to
Prof. Torald Sollmann for many suggestions in the carrying on of this
investigation.
Cremation in England.—According to the report of the
Council of the Cremation Society of England for 1921, cre¬
mations in Great Britain totaled 1,922, as compared with
1,796 in the preceding year. A new crematory was completed
during the year, and plans for other crematories have been
held up pending reduction in the cost of building. Eleven
English towns are at present provided with crematories. Cre¬
matories in other countries are listed as follows: France, 6;
Germany, 55; Holland, 2; Italy, 28; Denmark, 1; Norway, 3;
Sweden, 2; Czechoslovakia, 1; Switzerland, 15; United States,
84, and Argentina, 1. The report closes with Maeterlinck's
famous definition of cremation as "an immortal birth cradled
in flames."
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According to the nomenclature of the Bellevue and
Allied Hospitals,1 the term "intestinal neurosis"
includes "enteroparesis" and "enterospasm," while
"intestinal obstruction" is applied only to mechanical
obstruction. Thus, adynamic or paralytic ileus anddynamic or spasmodic obstruction are included under
neuroses of the intestine. Ileus, derived from the
Greek \g=e\[ill]\g=l\\g=e\[ill]\g=n\ to twist,2 was originally applied to the
ileum because the ileac loop was most often obstructed.
The term ileus is defined as severe colic or acute
abdominal pain associated with intestinal obstruction,
although by some of us the absence of pain is held to
characterize the paralytic type of ileus. It is sug-gested that the grouping of all mechanical obstructions
under "intestinal obstruction," the functional nervous
types of disturbed bowel motility under "neuroses,"
and the obstructions of vascular origin under "throm-bosis, etc., of the mesenteric vessels" simply and
accurately classifies the more common forms of
clinical intestinal obstruction.
Enteroparesis resembles acute dilatation of the
stomach and the condition of shock from the stand¬
point of external cause and symptoms, and it may be
Fig. 1.
—
Schematic representation of diffuse pyloric spasm andfunda! relaxation resembling a pylorofundal intussusception (from a
case reported in Proc. Soc. Exper. Biol. & Med. 82:1542 [April 21]1920). The symptoms were anorexia, vomiting, epigastric pain; mass,
and tenderness. The condition, believed to be essentially of central vagus
origin, disappeared immediately following irritation of the parietal peri¬
toneum at the edges of the abdominal wound. This condition of diffusepylorospasm and reversed peristalsis can be produced experimentally by
clamping the pyloric sphincter, an observation which suggests the pylorus
as the source of such impulses clinically, as in pyloric ulcer, chole¬cystitis and appendicitis.
that these three conditions are not greatly unlike,physiologically or pathologically. Traumas may give
rise to dilatations of the stomach and bowel and to
shock, especially such traumas as occur during opera¬
tions on the abdomen. Either acute dilatation of the
stomach or enteroparesis may occur alone;3 or these
two conditions may appear together ; or gastric dilata¬
tion and paralytic ileus may comprise a part of the
From the Department of Surgery, University and Bellevue HospitalMedical College, Prof. George D. Stewart, director.
Read before the Section on Gastro-Enterology and Proctology atthe Seventy-Third Annual Session of the American Medical Association,St. Louis, May, 1922.
1. The Bellevue Hospital Nomenclature of Diseases and Conditions,1911.
2. Dorland, W. A. N.: The American Illustrated Medical Dictionary,Philadelphia, W. B. Saunders Company.3. Reinhard (Deutsch. Ztschr. f. Chir., February, 1922) disagrees
with the author on this point and holds that "acute dilatation of the
stomach is always combined with atony or paralysis of the upper bowel."
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syndrome recognized as shock. That shock may occur
without either paresis of the stomach or of the bowel
seems evident to any one who has seen and operated
on a patient with acute perforated ulcer of the stomach.
The temperature in this condition of enteroparesis
may be normal, above normal or below normal. The
pulse and respiration may be rapid, depending on the
severity of the condition. The periphery is cold and
pale. The pupils may be dilated, the facial expression
Fig. 2.—A, control before stimulation of cervical vagus; B, control
after stimulation experiments were concluded.
distressed, and gulping or emesis may be frequent.Pain may be a distinguishing symptom in intestinal
paresis, due to stomach cramp ; but this symptom dis¬
appears when the stomach dilates. The vomiting of
paralytic ileus may be projectile and provocable by the
taking of even small amounts of water by mouth. In
paralysis of the stomach and bowel, the dilated stomach
fills out the upper abdomen, gastric peristalsis does
not occur, and from time to time there is an overflow
of stomach contents from out of the mouth. From
these acute dilatations of the stomach and bowel,
enterospasm differs in that there is very likely to be
acute pain localized in the region of the spasm.
Enterospasm, like gastrospasm, may be due to local
disease or may be a pathologic reflex from some other
organ. All these functional conditions are definite dis¬
eased conditions that, unabated, go on to kill the patient
and, therefore, demand prompt investigation into the
cause of the obstruction followed by the institution of
rational treatment, if the patient is to be saved.
Enteroparesis may follow mechanical obstruction of
the bowel, or interference with the circulation of the
intestine,4 or it may be associated with infection and
toxemia. There undoubtedly are many possible reflex
causes of bowel paralysis. Murphy 5 included in his
classification strangulation of the omentum, hepatic
and renal calculi, ovarian compression, and pleuritic
and diaphragmatic irritation. Case 1 of the present
group presents, among other possible etiologic factors,
an omental anchorage band across a loop of large
bowel; Case 3 is instructive from a reflex point of
view in that following acute perforation of the urinary
bladder and mechanical obstruction of the ileum there
is acute suppression of urine. Braun and Legueu6
4. Barker (Contributions to Medical and Surgical Research, July 12,
1919, p. 319) cites the ileus syndrome after mesenteric arterial sclerosis,
and Carlyle (personal communication to the author) holds that entero-
paresis is the rule after arteriosclerosis of the mesenteric vessels.5. Murphy, J. B.: Clinics, August, 1914, p. 621.6. Braun and Legueu, cited by von Nieden: Arch. f. klin. Chir.,
Nov. 17, 1921.
have reported instances of acute paralysis of the
stomach following ureteral catheterization.
Our own experiments have indicated a relationship
between gastric tone and renal trauma. It may be
that under certain conditions, stimuli from the kidney
arrest the bowel function and stimuli from the bowel
check kidney function. We have been studying the
motility of the stomach in our gallbladder cases,7 and
are in hope that a typical gallbladder stomach may
eventually be described that will supplement our
present means of diagnosing gallbladder disease.
Cannon 8 has shown splanchnic inhibition following
the crushing of the testicles, and Pottenger9 has
brought out the frequency of viscerovisceral reflexes
between the lung and stomach. Other possible reflex
causes of paralytic ileus are particularly parietal and
visceral peritoneal traumas, such as occur during
operations. Contractions have been repeatedly observed
in the open abdomen under experimental and clinical
conditions until the irritation from handling or from
instrumentation reflexly inhibits these movements. It
is found that simply rubbing the index finger over the
peritoneum at the margin of the abdominal wound
often promptly checks peristalsis. Our anesthetist,
Dr. Foschee, at Bellevue, has observed that frequently
changing the position of the retractors depresses the
patient under anesthetic (Fig. 1). Bayliss and Star¬
ling 10 thus express their findings on this point :
The splanchnics bear tonic inhibitory impulses to the intes¬
tine. These are accentuated by reflex inhibition of local
origin. . . . The most striking method of producing reflex
inhibition is stimulation of the intestine itself. If one or
both splanchnics be intact, the slightest stimulus applied to
the intestine, even a gentle handling of the intestine, suffices
to produce a reflex inhibition of the whole length of the
intestine.
Mall1X holds that the inhibitory influence of the
splanchnics is superfluous, for the intestine acts with-
Fig. 3.—Stomach and intestine during stimulation of A, right and B,left vagus, respectively.
out connections of the spinal nerves. There can be no
doubt, in view of the investigations on the subject,
that the alimentary tube possesses an autonomy, but
that in a normal intact animal the stomach and intes-
7. Stewart, G. D., and Barber, W. H.: The Gastric HypermotilityAssociated with Diseases of the Gallbladder, Duodenum and Appendix,J. A. M. A. 73: 1817-1820 (Dec. 13) 1919.8. Cannon, W. B.: Am. J. Physiol. 30: 118-127, 1912; 6: 252, 1902.9. Pottenger: Symptoms of Visceral Disease, St. Louis, C. V. MosbyCompany, 1919.
10. Bayliss and Starling: Am. J. Physiol. 24: 99, 1909.11. Mall: Johns Hopkins' Hosp. Rep. 1: 37, 1896.
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tine remain responsive to influences from either a
vagai visceromotor or a splanchnic viscero-inhibitory
system of nerves.
In the depressed states manifested as bowel or
stomach paralysis or in shock, there presumably isinjury of nervous tissue. The vagus nerves may be
conceived as being affected in these states directly byimpulses which depress, or indirectly by inhibiting
impulses conveyed through the sympathetic fibers.
_
Fig. 4.—Stomach and intes¬
tine during stimulation of
both vagi.
The pneumogastrics are essen¬
tially involved in respiration,
circulation and alimentation,
and these three functions par¬
ticularly suffer. The rapid
superficial breathing, the rapid
weak pulse, and the dilated
alimentary tract may very well
follow interference with nor¬
mal vagus control (Figs. 2, 3
and 4). The influence of
severe head and bodily injuries
and diseases on the medullary
centers may theoretically work
in this way. Experiments have
been carried out on the vagi
in the cervical regions with
very little trauma and without
interfering with the abdomen
at all. This is impossible as
far as the thoracicolumbar
fibers are concerned. After
section of the left vagus or the
right vagus or of both tenth
nerves at the same time in the same animal, the bismuth
meal is seen to pass along the alimentary tube at the
same rate of time as was observed in the same animals
before section. The myenteric and segmentation reflexes
remain intact as in the normal individual (Fig. 5). In
the paretic state the intestine dilates, and the intrinsic
reflexes are lost.
The observations made in the anesthetized animal
through the open abdomen during stimulation of the
vagus have been hypertonicity of stomach and intestine
characterized by spasm and forcible peristalsis. Fig¬
ures 2, 3 and 4 represent the conscious animal exposed
to the roentgen rays while being stimulated by the gal¬
vanic current through the cervical vagus. Pylorospasm
and duodenospasm appear under these conditions and
at the time the pictures were taken without any appre¬
ciable changes in the tension of the stomach as a whole
or in the mass of intestine.
It has been suggested that the handling of the
organs impairs the neuromusculature and the plexuses
of Meissner and Auerbach, which would apply to the
traumas of abdominal operations but to only a part
of the total cases of stomach and bowel paralysis.
Jackson 12 suggests that action on the extrinsic nerves
either through vagus depression or through splanchnic
stimulation may initiate paralytic ileus by (1) dilating
the viscera, (2) obliterating the capillaries, and(3) impairing the elasticity of the smooth muscle.
From this point on, the intestine fails to contract
even after the restoration of normal extrinsic nerve
balance, until the status of the neuromusculature
again becomes normal. In instances of marked
dilatation unrelieved for from forty-eight to seventy-
two hours, spots of gangrene may develop along the
12. Jackson, H. C.: Personal communication to the author.
antimesenteric border of the obstructed loops. These
areas of necrosis have been well described by
Van Buren.13 Personal experiments14 agree with
those of Cannon 15 and of Parham,16 and the experi¬
ence of Novak ir in showing the paralyzing influence
of stretching on smooth muscle.
The loss of extrinsic nerve control in these dilated
bowel conditions is further borne out in the experi¬
ence of those working in splanchnic nerve anesthesia.
Perrier,18 using the technic of Käppis, reports failure
by himself and others in the ileus cases which he
attributes to the "weight of the heavy loops of
bowel."
The sharp bends and twists in the dilated loops of
bowel and the finding of adhesions about damaged
intestine have led to the selection of these character¬
istics as mechanical causes of obstruction in "ileus"
cases. I am inclined to ascribe these findings to
overcrowding, and the adhesions to attempts at repair.
The kinking at the pylorus in dilated stomach has
perhaps attracted most attention, and has been
described to be the cause of gastrectasia. Similarly,
those interested in intestinal "stasis" have been prone
to blame the flexures of the colon for the delay in
the bowel contents in these cases, although impaction
of feces immediately orad of these sites of bowel
suspension must be very rare.19 (See observation on
splenic flexure of Case 1.) All these possible causal
factors occur in peritoneal tuberculosis, in which
obstruction is not only very uncommon, but diarrhea
is the rule. It is probable that these angulations,
twists and bands act as contributory etiologic agents
along with senility and constitutional disease in the
production of enteroparesis.
+
V r t%
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Fig. 5.—Tracings of roentgenograms of dogs before and after vagus
section: a, stomach five minutes after meal in animal with right vagus in
neck severed; e, same animal four hours later; b, stomach and intestinefifteen minutes after meal in animal after section of left vagus in neck;d, same, four hours later; c, control of d; f, control of e; g and h, after
division of both vagi, ten minutes and four hours, respectively, after
meal.
If we accept as a working hypothesis extrinsic
nerve irritation, either vagus depression or sympa¬
thetic stimulation, in a susceptible individual, combined
13. Van Buren, F. C.: Ann. Surg. 72: 610-615, 1920.
14. Barber, W. H.: Ann. Surg. 69: 271-277 (March) 1919.
15. Cannon, W. B.: Am. J. Physiol. 29: 264-265, 1911.
16. Parham, F.: Texas State J. Med., November, 1915.17. Novak, Emil: Acute Postoperative Dilatation of the Stomach,
J. A. M. A. 77: 81 (July 9) 1921.18. Perrier, C.: Rev. m\l=e'\d.de la Suisse Rom. 41: 355 (June) 1921.
19. Professor Senior of the department of anatomy has not foundin his experience that there is any diminution in the lumen of theflexures, as compared with that of the remaining colon.
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with local neuromuscular depression to explain the
mechanism of enteroparesis, it follows that the treat¬
ment in such cases must be directed toward the sup¬
port of the general health and nervous equilibrium
of the patient and toward the relief of the overdis-
tended bowel. Physostigmin (eserin), atropin and
pituitary extract may be tried. Lavage and enemas
should be administered and, if these are ineffectual,
ileostomy should be performed.
PROTOCOLS
Case 1.—C.
 ., a woman, aged SS, Italian, who entered the
third surgical division, Bellevue Hospital, Nov. 25, 1921, had
fallen down a flight of stairs and had broken her arm the
preceding day. On admission, she complained of epigastric
pain, vomiting, and inability to move the bowels. The pain
was associated with visible peristalsis, and remained localized
in the epigastrium. The vom¬
iting was projectile, and was
provoked by the swallowing
of small amounts of fluid.
The distention of the abdomen
was moderate in degree, and
at no time during the pa¬
tient's stay in the hospital
did it become a threatening
factor. The temperature re¬
mained normal or one degree
above, the pulse averaged
100, and the respirations
from 20 to 30. The periphery
was pale but fairly warm,
excepting during the last day,
when the patient became
blanched and cold. She
showed in her expression
evidence of extreme intra-
abdominal pain ; and it was
this outstanding feature that
compelled operation. The
patient was operated on,
November 29. The findings
were: stomach, normal;
bowel from the pyloric
sphincter to the middle of
the ascending colon, dilated ;
remaining colon, collapsed ;
an old adhesion, made up in
part of parietocolic mem¬
brane and in part of great
omentum across the middle
of the ascending colon distal
to the dilated bowel, and a
sharply angulated splenic
flexure through which gas
could be made to pass with
great difficulty. The con-
Fig. 6 (Case 1).—Release of band a-a' allowed escape of gas to splenicflexure, and in less amount into descending colon. Cecopexy was per¬
formed; cecostomy was not necessary. Necropsy confirmed the foregoing
and revealed arteriosclerosis and fatty heart.
tents of the dilated bowel
were gaseous. The significant findings were the normal
stomach associated with dilated bowel, which began abruptly
at the pyloric sphincter and ended mysteriously in the ascend¬
ing colon. The adhesion was divided, the cecum was fixed to
the abdominal wall so that cecostomy could later be per¬
formed if desired, and the abdomen was closed. Water was
given by ¡hypodermoclysis and by rectal infusion. Gastric
lavage was carried out repeatedly. Morphin was administered
and external· heat kept up. November 30, after a temporary
improvement, death followed sudden cardiac collapse. Post¬
mortem examination revealed a fatty heart weighing 360 gm.,
with slight endocarditis and coronary sclerosis, atheroma of
the aorta, small arteriosclerotic kidneys weighing 220 gm.,
a small congested spleen, a small multilobular liver, and a
gastro-intestinal condition as noted at operation. The splenic
flexure was opened and a large baggy opening was found, the
exact opposite condition one would infer from the sharp
pointed flexure seen in the open abdomen. The dilatation of
the small and first part of the large intestine remained as
described at operation, notwithstanding the division of the
omental band.
To be noted in this case are: (1) peripheral
trauma ; (2) constitutional impairment of essential
organs, and (3) bowel paralysis; (4) the outstanding
symptom, pain, and (5) the large baggy splenic flexure,
which appeared sharp and obstructive. The trauma
and organic disease are believed to have brought on
the paralytic ileus and toxemia that brought on the
patient's death.
Case 2.—J. P., a woman, aged 30, Italian, developed an
acutely distended abdomen five days after an enterocolostomy.
While the patient lay comatose in her bed, the wound was
reopened and a catheter sutured into the first dilated loop of
small bowel that appeared. Relief through discharge of gas
and fluid was followed by
recovery.
Ileostomy restored the
patient by relieving the
dilated bowel, while the
intestinal tone remained
intact. This experience is
probably typical of a small
proportion of the postop¬
erative ileus cases in which
relief is not given by
lavage, enemas and other
palliative measures.
The enterostomy for
postoperative ileus de¬
scribed in Case 3 brings
up the problem of the
minimum length of the
oral loop consistent with
life in selecting a distended
loop for enterostomy :
Case 3.—S. M., a man,
aged 19, Russian, was oper¬
ated on for acute intestinal
obstruction produced b y
evagination of the terminal
ileum through a perforated
ulcer of the urinary bladder.
The stomach and small intes¬
tine were markedly dilated
down to the terminal 12
inches of the ileum. The
technic consisted in freeing
the bowel and repairing the
vesical ulcer. From the
third to the eighteenth day,
enemas were ineffectual, and
the patient vomited in the absence of mouth feeding. Pitui¬
tary extract brought on a copious bowel evacuation with
the expulsion of considerable gas on the fourteenth day, but
all other attempts at catharsis resulted in failure. The
patient's malnutrition increased, although he was not acutely
toxic.
Ileostomy on the eighteenth day revealed: (1) distended
stomach and dilated three fourths of the small intestine ; (2)
collapse of the remaining intestine; (3) mesenteric contrac¬
tion of the collapsed intestine, and (4) adhesions. After
ileostomy, the patient's appetite improved, his nausea and
vomiting disappeared, and drainage continued profusely. The
site of the stoma was apparently somewhere within the middle
third of the small intestine. He declared that he could feel
his food rushed out of his stomach and intestine into his
dressings. The material recovered from the ileostomy was
incompletely digested food. Inanition progressed until his
death on the thirtieth day after admission.
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ORAD LIMIT OF ENTEROSTOMY
Schilling20 asks, "How long a segment of smallintestine can we resect?" and his study of the literature
fails to set any limit. Each case has to be decided by
the individual condition. One might similarly ask,
"How far orad may one safely make an enterostomy ?"
In the foregoing instance, the lower limit of the dilated
intestine was opened, a point probably within 8 feet
of the ileocecal valve, but this site did not allow this
patient sufficient working intestine to survive with
in his wasted condition.
616 Madison Avenue.
_
ABSTRACT OF DISCUSSION
Dr. Walter C. Alvarez, San Francisco: Unfortunately,
knowledge of the physiology of the digestive tract is at the
stage at which we can see
more than we can interpret.
We have to be very careful
how we talk about the action
of the vagi and the splanch¬
nics. The less you read
about it the more you know ;
the more you work on it,
the less you know. Thomas
and his associate spoke well
when they said that it causes
at least temporary contrac¬
tion in about 59 per cent, of
cases and a temporary inhi¬
bition and contraction in
another smaller percentage.
You can add to the com¬
plexity of the situation by
saying that it causes con¬
traction of the cardiac
region and a relaxation of
the fundus in one animal,
and another thing in another
animal. If you stimulate
the vagus with a certain rate
of induction current or in¬
terrupted galvanic current,
you will get a certain type
of reaction, and if you use
another current and different
rate you will get another
type. And if you perform
one experiment and then in
a few minutes another ex¬
periment, you will get a dif¬
ferent reaction. So I will
simply say, as a warning :
Do not talk with certainty
as to what ue. splanchnics
Fig. 7 (Case 3).—Semtdiagrammatic drawing of intestinal obstruction
produced by the passage of the ileum into the urinary bladder through aperforated fundal ulcer.
and vagi will do. Some of
these disturbances may be due to a local loss of innerva¬
tion, just as well as to an increase of innervation. If we cut
off the nervous stimuli to smooth muscle it will contract
 down into a hard knot. And that may be an explanation
of many of the spasms we see. A pure paresis of the bowel
may not mean stagnation and stasis. Experiments were
made in which the smooth muscle fibers of the bowel were
excised, leaving only the mucosa and serosa. Animals fed
on a perfectly smooth liquid diet did well. If given rough
material, they would be likely to die. An experiment which
I made years ago and which, perhaps, throws a little light
on this disturbance was one in which -I pinched the hpwel in
the region of the ileum by means of an elastic. The lumen
of the bowel was in no way disturbed and was not closed.
After about seven hours, I opened the abdomen of this animal
in a bath of salt solution where peristalsis could easily take
20. Schilling: Arch. f. Verdauungskr., December, 1921.
place, and was surprised to find that there had been abso¬
lutely no passage of material through the pinched area.
Powerful waves of peristalsis would come down to within
perhaps 25 cm., and then would die out or meet with waves
coming in the opposite direction. This probably explains
why at operation we sometimes find a bowel which will not
allow material to go by, possibly because it has been pinched
by adhesions or damaged in some way. If you want to
avoid marked paresis or reduce the danger of paresis in
operations, you must not purge the bowel beforehand. In
regard to cases of acute gastric dilatation, you probably all
know the value of turning the patient over on his abdomen.
This measure saves life in a great many such cases.
Dr. Leon T. LeWald, New York : I want to augment two
points Dr. Alvarez mentioned. First, he suggested that, in
acute dilatation of the stomach, we turn the patient over on
the abdomen. I have advocated putting in a stomach tube
and using pressure, keeping it up either from a vacuum
electric pump or from the
vacuum produced by water
running. The stomach being
paralyzed, no matter how
long you wash it out, it will
not remain contracted, but
will dilate. But by using
a negative pressure you will
successfully reduce it. I have
seen the same thing at oper¬
ation in the case of the
lower bowel. Secondly, a
point that bears on the same
subject is that I have seen
exactly what Dr. Barber has
mentioned
—
gastric dilata¬
tion due to shock; and he
particularly mentioned it as
due to renal shock. In roent-
genographing cases for ure-
teral calculus, we have seen
the stomach markedly dilated,
and, in a case of rupture of
the kidney, the stomach was
enormously dilated, almost
to the degree that one would
expect to see in the very
severe cases of acute dilata¬
tion of that organ. Another
reflex cause, mentioned by
Dr. Barber, such as gall¬
bladder disease, is seen in
the form of gastric residue
due to pyloric spasm. As
to the other reflex causes re¬
ferred to, we have seen
those from chronic appen¬
dicitis. Some of the condi¬
tions described in the dis-
cussion of Dr. Lichty's paper
were of that type, giving in the roentgen-ray findings almost
the appearance of a duodenal ulcer.
Dr. W. H. Barber, New York: I confess that I do not
know anything about this vagus nerve function, but I have
tried to make some observations on it and to keep them in
line with what the authorities have said in regard to the
subject. As to the experiment of excising the smooth muscle,
leaving only the mucosa and serosa and then having the
intestine contract, I do not see how contraction can occur
without some muscle left to do the contracting. In regard
to turning the patient on his abdomen in case of acute gastric
dilatation, I think many of us have found that this measure
does relieve such conditions. I recall a case in which there
was an enormous dilatation of the stomach following repair
of a perforated colon. By turning the patient on his face
with pressure on the upper abdomen and with lavage, the
condition was promptly relieved.
Downloaded From: http://jama.jamanetwork.com/ by a UNIVERSITY OF SYDNEY LIBRARY User  on 06/09/2015
